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SHAMSI POURFATEMI CREPS, M.S., L.AC.   
 Holistic Energetic Therapy 
 

PATIENT INFORMATION:  

Name: First:                                                       Middle:                                           Last:  

Address:                                                           City & State:                                    Zip Code:  

Phone: Home:                                                    Cell:                                                Work:  

Email:  

Pronouns (please circle):                                   He/him                   She/her                   They/them 

Birthdate:                                                           Age:  

Status: [ ] Married [ ] Single [ ] Widowed [ ] Partnership [ ]Engaged 

Referred by:  

EMERGENCY CONTACT:  

Name:  

Phone: Cell:                                            Home:                                     Work:  

EMPLOYMENT:  

Status: [ ] Full time [ ] Part-time [ ] Retired [ ] Unemployed [ ] Student [ ] Self-employed 

Employer's Name:  

What aspects of your job/work do you enjoy? 

 
No Show/Same Day Cancellation Policy: I kindly request 24 hours notice to change/cancel an appointment. 
Otherwise, you may be responsible for 50% of cost of the missed session. Thank you. 
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SHAMSI POURFATEMI CREPS, M.S., L.AC.   
 Holistic Energetic Therapy 
 

Briefly describe what changes you are wanting in your health/life.  

What are you currently doing to achieve these changes?  

Have you ever received acupuncture?  

Reiki?  

Infrared therapy?  

 
MEDICAL HISTORY: Please place a check by all that apply. Current is defined as having 
experienced this month.  
 
GATRO-INTESTINAL  
Past  Current    
_____ ______ nausea/vomiting  
_____ ______ belching/hiccups  
_____ ______ heartburn  
_____ ______ bad breath  
_____ ______ bleeding gums  
_____ ______ ulcers  
_____ ______ excessive appetite  
_____ ______ poor appetite  
_____ ______ nose bleeds  
_____ ______ difficulty swallowing  
_____ ______ recurring sore throat  
_____ ______ gas/ bloating  
_____ ______ abdominal pain  
_____ ______ indigestion  
_____ ______ low energy/fatigue  
_____ ______ crave sweets  

Past  Current    
_____ ______ crave sour  
_____ ______ crave spicy  
_____ ______ crave pungent  
_____ ______ crave salty  
_____ ______ decreased sense of smell 
_____ ______ swollen ankles  
_____ ______ cold hands & feet  
_____ ______ anemia  
_____ ______ diarrhea  
_____ ______ constipation  
_____ ______ blood in stool  
_____ ______ hemorrhoids  
_____ ______ rectal itching/pain  
_____ ______ pus in stools  
_____ ______ other:  

 
GENITOURINARY  
Past  Current    
_____ ______ urgency to urinate  
_____ ______ copious urine  
_____ ______ clear urine 

Past  Current    
_____ ______ weak urine stream  
_____ ______ enlarged prostate gland   
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SHAMSI POURFATEMI CREPS, M.S., L.AC.   
 Holistic Energetic Therapy 
 

_____ ______ frequent UTIs   
_____ ______ kidney stones  
_____ ______ low back pain 
_____ ______ frequent vaginal infections  
_____ ______ unable to hold urine  
_____ ______ genital itching/pain  
_____ ______ genital lesions/discharge 
_____ ______ decreased libido  

Past  Current   
_____ ______ increased libido  
_____ ______ impotence  
_____ ______  premature ejaculation  
 
Past  Current    
_____ ______  testicular lumps  
_____ ______  Inguinal hernia

NOSE, THROAT, MOUTH & RESIPRATORY
Past  Current    
_____ ______ frequent sore throats  
_____ ______  frequent sinus infections  
_____ ______  nose bleeds  
_____ ______ hay fever/allergies  

Past  Current    
_____ ______  difficulty swallowing  
_____ ______  frequent cold sores  
_____ ______  other:  

_____ ______ asthma  
_____ ______  bronchitis  
_____ ______  frequent colds  
Past  Current    

_____ ______ pneumonia  
_____ ______  pleurisy  
_____ ______  other:  

 
CARDIOVASCULAR  
Past  Current    
_____ ______ palpitations  
_____ ______  high blood pressure  
_____ ______  low blood pressure  
_____ ______  chest pain  

Past  Current    
_____ ______  irregular heart beat  
_____ ______  phlebitis  
_____ ______  other:  

 

GENERAL  
Past  Current    
_____ ______  acne 
_____ ______ enlarged lymph nodes  
_____ ______  dizziness  
_____ ______  fainting  
 

Past  Current    
_____ ______  headaches  
_____ ______ visual spots  
_____ ______  cataracts  
_____ ______  poor night vision  
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SHAMSI POURFATEMI CREPS, M.S., L.AC.   
 Holistic Energetic Therapy 
 

 _____ ______  swollen hands/feet 
 
GYNECOLOGICAL  
Past  Current    
_____ ______ irregular menses  
_____ ______  cystic breasts  
_____ ______  premenstrual syndrome 
_____ ______  abdominal cramping  
_____ ______  abnormal bleeding  

_____ ______  spotting between menses 
_____ ______  clots  
_____ ______  menopausal symptoms  
  

 
NEUROLOGICAL  
Past  Current    
_____ ______ seizures  
_____ ______  tremors  
_____ ______  numbness/tingling of limb 

Past  Current    
_____ ______ concussion  
_____ ______  paralysis  
_____ ______  other:  

 
EMOTIONAL  
Past  Current    
_____ ______ PTSD   
_____ ______  depressed  
_____ ______  anxious  
_____ ______  stressed  

Past  Current    
_____ ______  often feel angry  
_____ ______  often feel fearful  
_____ ______  often worry other

HEAD & NECK  
Past  Current    
_____ ______ stiffness/pain  
_____ ______  ear ringing – high pitch 
_____ ______  ear ringing – low pitch  
 

Past  Current    
_____ ______ hives, rashes, eczema  
 _____ ______  prefer warm drinks & food 
_____ ______  prefer cold drinks & food  
 

MAJOR HOSPITALIZATION: Please list the year and type of procedure or illness for which you were 
hospitalized.  Please include the year of the procedure. 
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________ 
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 Holistic Energetic Therapy 
 

MEDICATION: Please circle all the medications you are currently taking and list any additional medicines 
that you are also taking.  

Aspirin  ibuprofen  acetaminophen (Tylenol)  oral contraceptive  tranquilizers  

antacids  laxatives  diet pills  allergy medications   anti-depressants  

blood thinners   blood pressure medication   insulin   sleeping pills  

Medication allergies: _______________________________________________________________________ 
Food allergies: ___________________________________________________________________________ 
Environmental allergies: ______________________________________________________________  

HABITS: Please circle and indicate quantity of any habits which apply to you now.  

Coffee #cups per day _________________    Tobacco #cigarettes per day _________________ 

Marijuana, amount per day/week ______________   Alcohol #drinks per day/week _________________ 

Crack/Cocaine, amount per day/week __________   Heroin, amount per day/week_________________ 

Adderall, amount per day/week ______________  Methamphetamine, amount per day/week _______ 

DIET: Do you eat to satisfy specific cravings? ___________________________________________________ 
If yes, what do you crave? ________________________________________________________________ 
Please mark which type of water you drink. ____Alkaline ______Filtered ______Sparkling ______Other 
(please specify) __________________________________________________________________________ 
Please list all types of beverages you consume. _________________________________________________ 
How do feel about your diet? ________________________________________________________________ 
________________________________________________________________________________________ 
 
Please list the foods you eat for the following meals:  
Breakfast ________________________________________________________________________________  
Lunch __________________________________________________________________________________  
Dinner __________________________________________________________________________________ 
Snacks ____________________________________________________________________________  
 
Please list all the herbs and/or supplements that you are taking. 
________________________________________________________________________________________
________________________________________________________________________________________ 
 



 

 6 

SHAMSI POURFATEMI CREPS, M.S., L.AC.   
 Holistic Energetic Therapy 
 

How do generally feel? _____________________________________________________________________  
How do you currently feel? __________________________________________________________________ 
Describe aspects of your life that you enjoy and how often you engage in them. 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
How well do you sleep?_____________________________________________________________________  
How many hours do you sleep?_______________________________________________________________ 
 
Please provide any additional information about yourself not covered by the above questions that you feel is 
relevant to your well being. 
__________________________________________________________________________________________
______________________________________________________________________________________  
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SHAMSI POURFATEMI CREPS, M.S., L.AC.   
 Holistic Energetic Therapy 
 

Women’s Heath Intake: 
MENSTRUAL CYCLE 
Age of onset of menses:_____________    Are your menstrual cycles regular:_________________________ 
Number of days of blood flow: ________ Cycle length: __________________________________________ 
Describe color of blood throughout your cycle: ___________________________________________________ 
Date of last menstrual cycle:____________ 
Do you experience PMS: _____________    If yes, what are your symptoms:___________________________ 
Have you taken medications (aside from contraceptives )for a gynecological condition?___________________  
If so, please explain.___________________________________________________________ 

 
 

Please check any current or past conditions 
Current / Recent  

Chronic vaginal discharge  
Uterine fibroids  
Regular yeast infections  
Pelvic adhesions  
Venereal disease (STDs) 

   Polyps  
Chlamydial infection  
Pelvic abnormality  
Genital sores  
Endometriosis Pelvic inflammatory disease  
PCOS  

Date of last Pap smear:_________  Have you ever had an abnormal Pap smear?______________________ 
If yes, please describe._____________________________________________________________________ 

 
Have you ever been pregnant:________________________________________________________________ 
If yes, please answer the following by listing the number of each time of pregnancy you have experienced: 
Living:  _______________ 
Ectopic: ______________ 
Miscarriages: __________ 
Induced: ______________ 
IVF:___________________ 
Abortions: _____________ 
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SHAMSI POURFATEMI CREPS, M.S., L.AC.   
 Holistic Energetic Therapy 
 

INFORMED CONSENT TO TREAT 
I hereby consent to acupuncture treatments and other procedures associated with Traditional Chinese 
Medicine and Reiki performed by Shamsi Pourfatemi Creps, L.Ac., and I have discussed the nature and 
purpose of my treatment with the above practitioner.  
 
I understand that methods of treatment may include, but may not be limited to acupuncture, moxibustion, 
cupping, electro-stimulation, massage, Reiki, infrared therapy, Chinese herbal formulas and nutritional 
counseling.  
 
Acupuncture has the effect of normalizing physiological functions and modifying perception of pain. It can treat 
certain diseases or dysfunctions of the body. I have been informed that acupuncture is a safe method of 
treatment, but occasionally there may be some bruising or tingling sensation near the needling sites that may 
last a few days. There have been extremely rare instances reported of spontaneous miscarriage and 
pneumothorax.  
 
The herbs and nutritional supplements (which are from plant, animal and mineral sources) that may be 
recommended are traditionally considered safe in the practice of Traditional Chinese Medicine. I understand 
that some herbs may be inappropriate during pregnancy. If I experience gastro-intestinal upset or allergic 
reaction to herbal formulas, I will inform Shamsi Pourfatemi Creps, L.Ac., immediately.  
 
I do not expect Shamsi Pourfatemi Creps, L.Ac. to be able to anticipate and explain all risks and complications. 
I wish to rely on her to exercise judgment during the course of the procedure, which she feels at the time, 
based upon the facts then known, to be in my best interest.  
 
I understand that clinical and administrative staff may review my medical records and lab reports, but all my 
records will be kept confidential and will not be released without my written consent.  
 
By voluntarily signing below, I show that I have read, or have had read to me, the above consent. I have also 
had an opportunity to ask questions about its content, and by signing below I agree to the above mentioned 
procedures. I intend this consent form to cover the entire course of treatment for my present condition and for 
any future condition(s) for which I may seek treatment.  
_______________________________  
Printed name of patient (or representative) 
x _____________________________  
Signature of patient (or representative)   

Shamsi Pourfatemi Creps, L.Ac. 
Printed name of practitioner 
x____________________________ 
Signature of practitioner 


